Annabi et al. (9): Receiver Operating Characteristic curves analysis to determine best DSE parameter and threshold to identify severe AS.
DSE Criteria for Low Ejection Fraction as Severity
(n = 87) Presented in Table 2 and the Central Illustration (upper panel)
Cox proportional hazards regression to identify predictors of mortality under medical management.
(n = 88) Presented in Table 3 The different subgroups derived from the main TOPAS (True or Pseudo-Severe Aortic Stenosis) cohort and for which analyses these subsets were used. AS ¼ aortic stenosis; AVR ¼ aortic valve replacement; DSE ¼ dobutamine stress echocardiography; MDCT ¼ multidetector computed tomography.
Annabi et al. 
RESULTS
STUDY POPULATION. The study population was a mean age of 73 AE 10 years and had a larger proportion of men (78%) ( Table 1 ). There was a high prevalence of comorbidities, including diabetes (41%), hypertension (68%), coronary artery disease (76%), and previous myocardial infarction (55%) ( Table 1) . LVEF was Annabi et al. Bold indicates variables that were found to significantly discriminate true from pseudo-severe aortic stenosis.
DSE Criteria for Low Ejection Fraction as Severity
AS ¼ aortic severity; AUC ¼ area under the curve; AVAPeak ¼ aortic valve area at peak dobutamine stress; AVAProj ¼ projected aortic valve area at normal transvalvular flow rate (250 ml/s); DSE ¼ dobutamine stress echocardiography; MGPeak ¼ mean gradient at peak dobutamine stress; NPV ¼ negative predictive value; PPV ¼ positive predicted value; TSAS ¼ true-severe AS. CI ¼ confidence interval; HR ¼ hazard ratio; other abbreviations as in Table 2 . Figure 1 .
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Annabi et al. (Figure 2 ).
DSE Criteria for Low Ejection Fraction as Severity
There was a trend toward significance of AVA Peak #1 cm 2 to predict mortality during medical management (p ¼ 0.06) ( Figure 2 and Table 3 ). Annabi et al. 
DSE INDEXES OF AS SEVERITY AS PREDICTORS OF
MORTALITY. There was no association between DSE MG Peak $40 mm Hg and mortality in our low LVEF LF-
LG AS patients who received medical management.
This intriguing finding might be due to the fact that the increase in MG during DSE was not only related to the stenosis severity, but also influenced by LV contractile reserve (4, 9, 15, 16 We primarily used the assessment of the valve by the cardiac surgeon at the time of AVR as the reference standard. Although this process had been standardized among the different sites participating to the TOPAS study, the assessment performed by the surgeon was only semiquantitative and was predominantly based on the anatomic severity rather than the hemodynamic severity. In a subset of patients, we used the aortic valve calcium score measured by MDCT to corroborate AS severity. Aortic valve calcification is a marker of "anatomic" severity and not a direct marker of hemodynamic severity.
Nonetheless, several studies demonstrated that MDCT aortic valve calcium score was strongly associated with AS hemodynamic severity, progression rate, and clinical outcomes (10, 11, 17) . However, aortic valve calcium score thresholds were never validated in these low LVEF LF-LG AS patients. 
